pt. Health,
.« & Welfare
. §. Public
Ith Servics

5. 300 ¥
ov. 1-56

No symptoms will be {isted, All
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[
Reside on Farm

) LA

M ala

WIDOWED
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5. sEx cT6. dpyor or face IF UKDER 1 YEAR [IF UNDER 24 HRS

7 MARRIED |:] NEVER MA RIE@ 8. DATE OF BIRTH IBA ?fsfb(t‘;’l'hﬁt;r)' Montha § Da H M -
on - oury n.
e e N N LY A

during most of working life, even if retired)

-
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16. SOCIAL SECURITY NO,|17. INFORBAANT Addreas
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IMMEDIATE CAUSE (a}
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STATEMENT BY LICENSED EMBALMER

I hereby ce-rtify that the body whose name is recorded on the reverse side of this certificate was emb

by me, or by ... e ieaann rvenieeeriaeaaaaan . Student Embalmer No...........

working under my personal supervision,.

Student ....ooiiieuiiierr e Slgned%W ...........
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Note The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (F
‘to comply with the above constitutes grounds for revocation of llcense) -

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body. is not embalmed, fact should be so stated above.
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